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ABSTRACT  
This paper focuses on healthcare professionals’ non-acceptance, and resistance to the use, of wireless communication 
technology. Specifically, we propose and empirically examine a theoretical model on barriers to the use of wireless 
communication technology to share information in healthcare settings. Our findings highlight important factors that, if not 
addressed in healthcare settings, can result in resistance to the implementation of this technology. 
Keywords  
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INTRODUCTION 
Electronic medical records, electronic health records, computerized provider order entry and clinical decision support 
systems are examples of healthcare IT1 that support and streamline medical practice. Physicians and other healthcare 
professionals (HCPs) can classify, store, and retrieve medical and patient-related information electronically, thereby 
facilitating an important goal of today’s healthcare organizations, the practice of evidence-based medicine (Eysenbach and 
Jadad, 2001). HCPs  now can have up-to-date medical knowledge and reliable patient information at the point of care. The 
accessibility and reliability of patient information as well as individual-level willingness to use the technology and access the 
information are necessary conditions for successful integrated health systems (Scott et al., 2009).  
A specific technology that has been integrated into many state-of-the-art healthcare settings is wireless communication 
technology (WCT). It can effectively support the mobile and complex nature of healthcare (Fontelo et al., 2003). Different 
from fixed computers or nursing workstations, WCT provides access to medical and patient information at the bedside, 
thereby enhancing medical decisions and patient outcomes, e.g., patient safety (Goldstein et al., 2007). Despite these 
advantages, several challenges arise when attempting to embed WCT in healthcare processes. Healthcare organizations are 
frequently resource constrained and find it difficult to make WCT investments. In addition, physicians may be  reluctant to 
adopt these technologies which in turn can limit the capture and diffusion of medical information within and across 
healthcare insitiutions and communities (Davenport and Glaser, 2002).  
Although WCT has been widely adopted by diverse organizations today (e.g., there is a lively research stream on the bring-
your-own-device workplace phenomenon), the healthcare sector has faced many challenges in this regard. Despite the WCT 
advantages, HCPs are still often reluctant to embed these technologies in their medical practices. Agarwal et al. (2010) call 
for research on barriers to healthcare IT adoption, specifically research that examines the functionality of healthcare 
technologies and factors leading to HCPs’ resistance to these technologies. Therefore, in our exploratory research, we: 
 
Explore technological, psychological and environmental factors that inhibit or enable healthcare professionals’ WCT usage. 
 
                                                          
1
 We use information technology (IT) and information systems (IS) interchangeably in this document. 
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Next, we present key concepts and literature related to healthcare IT and the use of WCT. Then we present a sociotechnical 
model that explores the inhibitors and enablers of WCT usage, and we discuss preliminary results from a survey of HCPs. 
We close by presenting our research conclusions and recommendations. 
KEY CONCEPTS AND THEORETICAL FOUNDATION 
Information systems that provide decision support to HCPs aim to facilitate evidence-based medicine (Eysenbach and Jadad, 
2001). For example, as HCPs treat patients, they need access to information and they must collaborate with other HCPs to 
ensure that patients receive the right treatments at the right time (Hansen et al., 1999). HCPs work together as a team, sharing 
evidence-based information in a timely manner to provide high quality care (Scott et al., 2009). Healthcare IT must be 
developed to support collaborative, clinical work and not increase the workloads of these rushed, mobile HCP teams. Thus, 
appropriate system design, technical artifacts and network infrastructure are essential for the success of these systems (Bates 
et al., 2003).  
 
Physicians, a knowledge-intensive group of professionals, are aware of the importance of HCP teamwork and the potential IT 
has to support healthcare processes. However, resistance among physicians to adopting healthcare IT is still commonly seen. 
Davenport and Glaser (2002) claim that a key challenge in implementing knowledge management systems in the healthcare 
industry is dealing with the autonomy of physicians and their resistance to computer use. They posit that “[physicians] enjoy 
high levels of autonomy; they are sufficiently powerful that the organizations they work for are reluctant to tinker with their 
work processes; and, perhaps most important, they do most of their work away from a computer screen” (p. 111).  
 
WCT has the potential to promote the sharing of evidence-based information in healthcare settings.  HCPs are constantly 
moving between wards, outpatient clinics, diagnostic and therapeutic departments, and conference rooms. Thus, their many 
information and communication needs at various locations, and at different times, are difficult to satisfy.  Although hospitals 
have installed computer workstations for HCP use, space for these stations is limited.  In addition, time is critical in the 
medical profession. For instance, physicians have little time to spend with patients during rounds, and going back and forth to 
a fixed computer workstation only adds time to their practice (Goldstein, 2010). WCT offers a solution to these problems; 
however, the technical characteristics of the devices (e.g., small size, poor physical display, poor connectivity, limited battery 
life) and poor IT infrastructure can hamper WCT performance (Fontelo et al., 2003; Lu et al., 2005). 
 
Knowledge sharing, sharing of evidence-based information through WCT, involves two basic aspects: (1) the user’s 
motivation to share information, and (2) the user’s acceptance and adoption of the technology as an enabler of this process 
(Ba et al., 2001). To analyze these components, we use the technology acceptance and resistance literatures (e.g., Cenfetelli, 
2004; Bhattacherjee and Hikmet, 2007) to provide a theoretical foundation for this exploratory study on the factors related to 
HCPs’ resistance to using WCT2. We recognize that resistance cannot be conceptualized as the opposite of acceptance  
(Laumer and Eckhardt, 2012) and that resistance takes many forms and occurs over time3. However, we use both literatures 
because this exploratory study is part of a larger project that examines knowledge sharing behaviors through WCT in 
healthcare settings (Gonzalez et al., 2013). We initially focused on HCPs’ adoption of WCT but quickly realized that the 
more interesting and challenging research issues concerned non-acceptance, non-adoption, and resistance. Hence, both 
acceptance and resistance are examined in our research, and the related literatures inform our understanding. 
RESEARCH MODEL 
In this study, we define IT acceptance as the willingness to use IT (Saga and Zmud, 1994) and IT resistance as low levels of 
IT use (Martinko et al., 1996). In our research model, IT resistance is our dependent variable. We recognize that while some 
users develop an intention to accept WCT, others develop an intention to resist the technology, based on perceived 
technology-related qualities and threats (Lapointe and Rivard, 2005)4. The model is presented in Figure 1 and the research 
propositions – related to technological, psychological, and environmental factors – are discussed below. 
 
                                                          
2
 Due to space limitations, we have not been able to elaborate more fully on these theories.   
3
 Bhattacherjee and Hikmet (2007) highlight that “resistance demonstrates asymmetric behaviors typical of inhibitors, 
because presence of resistance hurts IT usage but lack of resistance does not necessarily enhance IT usage” (p. 728). 
4
 We thank the track chairs and an anonymous reviewer for referring us to the Lapointe and Rivard (2005) research. 
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Figure 1. Research Model 
Effort  
Effort relates to the degree of ease of use of a technology (Ba et al., 2001). Users will avoid a system and develop resistance 
if their perceptions towards the system are negative. For instance, initial negative experiences related to the difficulty of 
learning to use a system may result in sustained negative perceptions (Cenfetelli, 2004; Joshi, 1991). In a recent hospital case 
study, for example, data input and retrieval were perceived as major problems in the implementation of electronic medical 
records (Trimmer et al., 2008). The study revealed that the resistance to using the system was associated with the time 
required to codify the information and the complexity of the information system. HCPs are generally very busy with little 
discretionary time. They wish to focus their efforts on patient care and not on system usage. Previous research suggests that 
healthcare professionals may resist using IT because of the extra time required to learn how to use a new medical device or 
how to enter information in an electronic medical repository (Lu et al., 2005).  Therefore, we expect that, 
P1:  The more effort required to use WCTs, the more likely will healthcare professionals resist using these devices. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Lack of Mobility  
The portability of WCTs can be a key element of an integrated healthcare system (Fontello et al., 2003). Evidence-based 
medicine promotes the use of IT at the bedside. Studies have shown that convenient access to medical information at the 
point of care increases the likelihood that clinicians will rely on these devices as part of their daily workflow. Convenience 
facilitates the use of technology to access information within a healthcare system (Westbrook et al., 2004). Sackett and Straus 
(1998) reported that giving HCPs easy access to evidence-based resources while making rounds increased the extent to which 
evidence was sought and incorporated into patient care decisions. Therefore, we expect that an object of resistance (Lapointe 
and Rivard 2005) may be fixed computer workstations. Without mobile technology, practitioners have to interrupt their 
patient care to go to these workstations. Yet, with WCTs, they can access information whenever and wherever desired, even 
at the patient’s bedside. Therefore, we expect that, 
P5:  Healthcare professionals who do not have mobile WCT devices will be more likely to resist using healthcare 
technology. 
Resistance to WCT Usage 
P1 
P2 
P4 
P5 
P6 
P3 
P7 
Mobility 
Quality 
Effort 
Technological Factors 
Confidentiality 
Image 
Reciprocity 
Psychological Factors 
Resource Availability 
Environmental Factors 
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Quality  
Quality is associated with higher levels of usefulness of a technology (Kankanhalli et al., 2005a). The performance 
expectancy of a technological device has been highlighted in the technology acceptance (Venkatesh and Davis, 2003) and 
resistance literatures (Cenfetelli, 2004). Important aspects of content quality such as relevance, reliability, and timeliness of 
knowledge embedded in the IT device are perceived to be useful for job performance, and thus are enablers of technology 
use. An empirical study that investigated the usefulness of Tablet PCs in patient care showed that the physicians who were 
given a poor information system showed higher resistance to using their devices than other physicians who used the same 
devices with a better system (Lottridge et al., 2007). Hence, when the quality of either output or content of the system 
embedded in the technology is poor, HCPs are likely to harbor negative attitudes towards, and show reluctance to use, the 
WCTs to accomplish their patient care tasks. Therefore, we expect that, 
 
P6:  The lower the perceived quality of the content and output of the WCTs, the more likely will healthcare professionals 
resist using these devices. 
 
Reciprocity 
One of the intrinsic benefits of social networks is reciprocity (Kankanhalli et al., 2005b). Eckhardt et al. (2009) discuss the 
importance of social networks and conclude that the interaction with other users within the organization influences the 
adoption of IT. Reciprocity refers to the beliefs that future requests (e.g., for information) are likely to be met, when the HCP 
has met others’ current requests. For example, physicians often rely on colleagues to gain new information, interpret the 
medical literature, and obtain specific advice about the care of their patients. Consequently, reciprocity has been shown to be 
a key factor in the formation of new networks among practicing physicians (Davenport and Glaser, 2002). In turn, these 
networks may also play an important role in the diffusion of new technologies (Coleman et al., 1966), “by shaping beliefs, 
attitudes, preferences and sharing of new information among members of the network” (Keating et al., 2007, p. 794). The 
above argument suggests a positive relationship between reciprocity and wireless users. Thus, we expect that, 
 
P4:  The lower the perceived reciprocity when using WCTs, the more likely will healthcare professionals resist using 
these devices. 
Confidentiality Concerns  
In healthcare settings, confidentiality concerns arise regarding the storage and transmission of electronic patient information. 
Practitioner concerns range from issues of data ownership to accountability for handling confidential information (Veronesi, 
1999). HCPs are careful not to breach patient confidentiality. As a consequence, some practitioners are reluctant to use WCT. 
A study of a wireless voice recognition technology in a hospital found that the technology was underused because of privacy 
concerns (Vandenkerkhof et al., 2009). Therefore, we expect that, 
 
P7:  The higher the perceived confidentiality risks when using WCTs, the more likely will healthcare professionals resist 
the use of these devices. 
Image 
Reputation or image has been found to be a crucial factor in position and power (Markus, 1983). Previous research has found 
that the degree of use of an innovation or new IT system can impact both image and status (Kankanhalli et al., 2005b; Wasko 
and Faraj, 2005). Image can be either a motivator or an inhibitor of IT usage. For example, health informatics research has 
shown that some physicians feel that their image or status is negatively affected when using IT that they associate with 
nurses’ jobs (Ammenwerth et al., 2000). Therefore, we expect that, 
P2: The lower the perceived image when using WCTs, the more likely will healthcare professionals resist the use of 
these devices. 
Resource Availability  
In this research, resource availability refers to the time and opportunities HCPs have to access WCTs. Availability of 
resources makes the use of technology possible, although easy access does not ensure that the technology will actually be 
used. Previous studies have demonstrated that access to technology is positively related to the use of online information 
(Culnan, 1984). In exploring the factors that impact knowledge seeking from electronic knowledge repositories, Kankanhalli 
et al. (2005a) found that when individuals are provided with resources to access the repositories, they are more likely to do 
so. The resources can take the form of the availability of computers as well as time and opportunities to use these devices. 
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Therefore, we expect that when HCPs’ schedules are not adjusted to provide them with the time and opportunities needed to 
use WCTs, they will be less motivated to use these devices. 
 
P3:  The lower the availability of resources to use WCTs, the more likely will healthcare professionals resist using these 
devices. 
RESEARCH METHODOLOGY AND SETTING 
The research setting was a 456-bed acute-care facility providing health services to approximately 500,000 people in 
Southeastern Ontario, Canada. The WCT studied in this research is a Tablet Personal Computer (TPC) used by the 
Department of Anesthesiology and Perioperative Care. The TPC used in the Anesthesiology and Perioperative department at 
the hospital is a portable personal computer equipped with a 12’’ wide-screen format touchscreen or stylus. The TPC allows 
the healthcare professional to use a keyboard embedded in the screen or a keyboard attached to the base body. The TPC is 
used primarily by attending physicians, junior residents and a nurse practitioner during the acute pain rounds. By logging in 
to the Acute Pain Management System (APMS), these professionals can record the pain assessments of patients pre- and 
post-surgery and retrieve information related to patients’ conditions such as lab results, X-rays, and past consultations.  This 
system is also used for billing. With the TPC, users can also access the patient care system which contains electronic medical 
records.  
 
The APMS software was developed by a group of physicians and a nurse practitioner who received a research grant to start 
the project. The primary goal of the software development was to standardize and monitor the assessment of patients’ acute 
pain. After developing the system, the intention was to make it available at the patient bedside. Thus, in 2001, personal 
digital assistants (PDAs) were given to these professionals. Several issues arose during this implementation. First, the 
wireless infrastructure of the hospital was not robust enough to properly support these devices, and users often lost 
connectivity when conducting their rounds. Second, users complained that the PDAs were too small, making it cumbersome 
to enter and retrieve information at the bedside. Aiming to solve these issues, TPCs were introduced a year later.  
 
Currently, there are three TPC devices available to be signed out by healthcare professionals completing acute pain rounds; 
however, their use has been limited. Only a few HCPs use the TPC. The APMS and patient care system can be accessed from 
the nursing workstations; hence, physicians who resist using the TPCs can document their assessments using these 
workstations. The doctor who actively championed the use of TPCs argues that physicians who do not use TPCs sometimes 
do not check lab results before seeing patients, which introduces risks when they prescribe medication for pain. He maintains 
that physicians usually enter all patients’ consultations in the nursing workstation after seeing an average of 25 patients per 
round. Therefore, the probability of recalling detailed information from each patient is very low. These practices, he claims, 
hinder detailed and comprehensive recording of patient consultations. 
  
Our study incorporated a mixed-method approach to data collection, using a survey and interviews.  In this paper, because of 
space constraints, we report the survey findings only. (See Gonzalez et al. (2013) for the interview findings.) We derived 
most of the questionnaire items from Kankanhalli et al.’s (2005a, 2005b) studies, adapting them to a healthcare setting when 
appropriate. We also developed questions (e.g., on mobility and confidentiality) that were assessed and revised by a panel of 
scholars in the medical field. Survey responses used a five-point Likert scale: 0 - not applicable, 1- never, 2 - rarely, 3 - once 
in a while, 4 - sometimes, 5 - almost every day.  These scores measured the frequency of device usage. Lower scores 
indicated possible resistance. Data related to enabling/inhibiting factors were also scored on a five-point Likert scale: 0 - not 
applicable, 1 - strongly disagree, 2 - disagree, 3 - neutral, 4 - agree, 5 - strongly agree. The questions we used to measure the 
constructs in our model are presented in Table 1. To distribute the questionnaires, we followed Dillman’s protocols (Dillman, 
2000). 
 
Construct Item ID Question 
Effort EF1 
EF2 
It is laborious to enter/share information in the TPC. 
It is laborious to look for information in the TPC. 
Image IMG1 
IMG2 
IMG3 
Using the TPC enhances my professional status. 
Clinicians who use the TPC have more prestige than those who do not. 
When I use the TPC, the people I work with respect me. 
Resource 
Availability 
RA1 
RA2 
RA3 
I have easy access to the TPC. 
I have many opportunities to use the TPC. 
I have the time to use the TPC. 
Gonzalez et al.                                                  Healthcare Professionals’ Resistance to Using Wireless Communication Technology 
Proceedings of the Nineteenth Americas Conference on Information Systems, Chicago, Illinois, August 15-17, 2013. 6 
Construct Item ID Question 
Reciprocity REC1 
REC2 
 
REC3 
When I use the TPC, I expect others to respond when I need their information. 
When I use the TPC to assist others, I believe that my own future queries for information will 
be answered. 
I use the TPC because I expect others to respond to my work-related inquiries. 
Mobility  MOB1 
MOB2 
MOB3 
I use the TPC because it is a portable device. 
I use the TPC because I can enter information and knowledge whenever and wherever I need. 
I use the TPC because I can look for information and knowledge whenever and wherever I need. 
Quality QUA1 
QUA2 
QUA3 
I use the TPC because the output is relevant for my work. 
I use the TPC because the output is trustworthy. 
I use the TPC because the output is up-to-date. 
Confidential
-ity 
CF1 
CF2 
CF3 
Using the TPC forces me to reveal personal information in front of others. 
Using the TPC forces me to reveal patient information in front of others. 
Patient privacy is an issue when I use the TPC. 
Usage  USG1 
USG2 
I use the TPC to access the APMs during the acute pain rounds. 
I use the TPC to access the PCS during the acute pain rounds. 
Table 1. Survey Questions 
ANALYSIS AND RESULTS 
The sample consisted of 54 physicians and one nurse pain practitioner. Of the 55 participants contacted, 26 (or 47%) replied. 
Evaluation of the questionnaires revealed that 11 of the 26 (42.3%) participants - 10 attending physicians and the nurse - 
were active users of the TPC, but the frequency of usage varied.  The majority (57.7%) did not use, or resisted using, the 
technology. Users’ and non-users’ age and experience did not differ significantly. One-way analyses of variance were 
performed to test for differences between the two groups of users and non-users. Table 2 summarizes the overall descriptive 
statistics. 
 
 
 
Table 2. Descriptive Statistics 
 
Variable Mean Std. Dev Min Max 
EF1 2.6 1.1 1 4 
EF2 2.8 1.2 1 5 
IMG1 2.0 1.1 1 4 
IMG2 1.5 .58 1 3 
IMG3 1.8 .91 1 4 
RA1 2.6 1.2 1 5 
RA2 2.5 1.4 1 5 
RA3 2.4 1.1 1 5 
REC1 2.5 1.0 1 4 
REC2 2.7 1.0 1 4 
REC3 2.3 1.0 1 4 
MOB1 3 1.3 1 5 
MOB2 3 1.2 1 5 
MOB3 3.5 1.1 1 5 
QUA1 2.8 1.3 1 5 
QUA2 3.0 1.3 1 5 
QUA3 2.9 1.2 1 5 
CF1 2.2 .95 1 4 
CF2 2.1 .78 1 4 
CF3 1.9 .91 1 4 
USG1 2.1 1.2 1 5 
USG2 2.0 1.2 1 5 
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*p < 0.05, **p < 0.01, ***p < 0.001 
Unidimensionality was assessed using Cronbach’s alpha and item-total correlations. The resulting alpha values, ranging from 
0.74 to 0.95, were above the threshold of 0.70 suggested by Nunnally and Bernstein (1994). In order to test the propositions 
and appropriately handle the small sample size of 26 responses, we conducted separate linear regression analyses. (Because 
of space constraints, only some of these are described here.) This technique is usually conducted to identify antecedents of a 
phenomenon and test interaction effects between the independent and dependent variables (e.g., Kankanhalli et al., 2005a, 
2005b). Table 3 summarizes the results of the regressions.  
 
Factors β R2 F 
Effort 
Image 
Resource Availability 
Reciprocity 
Mobility 
Quality of Output 
Confidentiality 
.243 
.563* 
.730** 
.551* 
.568*** 
.516* 
.083 
.059 
.318 
.533 
.303 
.323 
.266 
.007 
1.2 
10.24 
22.9 
7.83 
8.6 
6.2 
.124 
 
Table 3. Model Results 
 
The results show that required effort and confidentiality had no significant relationships with WCD usage, and P1 and P7 
were not supported. On the other hand, image, resource availability, reciprocity, mobility, and quality of output were 
significant antecedents to TPC usage in this hospital department, and P2, P3, P4, P5, and P6 were supported. The 
standardized coefficients indicated that image, reciprocity, quality of output and mobility had a comparable degree of 
importance in the model. Moreover, resource availability had the strongest impact on TPC usage by healthcare professionals 
in the Department of Anesthesiology and Perioperative Care. 
 
The comparative results between users and non-users show that these two groups were significantly different in their 
perception of mobility (Muser= 3.9, Mnon-user= 2.8; F=6.20, p<0.05) and marginally different regarding the antecedents of 
required effort and resource availability. Clearly, the TPC usage by users was significantly higher in comparison to non-users 
(Muser= 2.56, Mnon-user= 1.37; F=8.7, p<0.01). We also examined the impact of control variables on TPC usage. Age and work 
experience did not have a significant impact on TPC usage.  
DISCUSSION AND CONCLUSIONS 
Our study is exploratory and the findings we present are preliminary. They suggest a significant positive relationship exists 
between image and TPC usage. Physicians may resist using these devices if they feel their professional status diminishes. A 
possible explanation relies on the traditional hierarchical relationship between nurses and physicians. Fagin and Garelick 
(2004) observe that nurses are seen as order-takers whereas doctors are order-givers. If physicians perceive the process of 
entering and retrieving information from a WCT device to be a mere documentation activity, they may feel that this is not 
part of their practice, and therefore resist using these devices. 
 
Reciprocity significantly affects TPC usage by healthcare professionals. This relationship suggests that healthcare 
professionals are more willing to use IS, if they think that their future requests for knowledge will be met through these 
systems. Our results showed that low scores of reciprocity were associated with low scores of TPC usage, and greater 
resistance. An example of this could be the resistance observed to the use of the free consultation patient pain assessment 
option in the APMS. This option offers the opportunity to provide more details about patients’ conditions in a free-text-entry 
format. In spite of the advantages of having complete and detailed patient assessments at the bedside, physicians rarely used 
this feature, in part because others were not doing so. There was a ‘vicious cycle’ of non-use and resistance because there was 
little likelihood of reciprocity. The physician who championed the initiative was frustrated by the lack of usage of the free-
text-entry option.  
 
Another significant positive relationship, observed in the data gathered, is between quality of system output and TPC usage. 
Healthcare professionals appeared to resist using these devices if they found the embedded content to be unreliable or 
irrelevant. Some TPC users did not perceive the quality of the content and the quality of the tablet to be high, suggesting that 
perceptions of the information transmitted and the device are interconnected. Frustration with one may spillover into 
frustration with the other, resulting in increased user resistance. 
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Mobility appeared to significantly affect TPC usage by healthcare professionals. Physicians were less willing to share 
evidence-based information through the WCT when the technology was at a fixed location. This finding is supported by 
previous research demonstrating that portability is a key factor for evidence-based medicine (e.g., Sackett and Straus, 1998; 
Westbrook et al., 2004). In healthcare settings, increasing device portability will likely reduce resistance to use. 
 
Lack of resource availability was also a significant deterrent to use. Availability (i.e., easy access, opportunities to use and 
time to use the TPC) was a key enabler of WCT usage. The unit possessed only three TPCs. Differences in perceived 
resource availability appeared related to the ability to incorporate the technology into the work processes of the users – a 
nurse practitioner, attending physicians and residents. Time was a particularly important aspect of availability. Healthcare 
professionals who could not smoothly integrate the technology into their regular work practices seemed more aware of the 
time required to operate the device and more resistant to using the TPC.  
 
The statistically unsupported hypotheses were required effort and confidentiality.  Most of the respondents reported high 
usage of wireless devices for personal purposes and even at work (for example, they were used to using pagers). As a result, 
they were skilled at using the TPC and did not see effort as a deterrent to use. The healthcare professionals’ resistance related 
more to reliability problems than to design issues. In addition, the respondents were not concerned about breaching patients’ 
confidentiality when using the TPC. First, the information in the system was encrypted. Second, the information remained in 
an online database and not in the device. It could only be accessed with a username and password. For these reasons, the 
HCPs were not concerned about the confidentiality of patient information accessed through the TPC. Resistance to using the 
device, in this hospital setting, was not linked with privacy concerns.  
 
These findings are preliminary and should be interpreted in the context of the study limitations. The sample size was small 
and only simple statistical analyses could be conducted. Constraints such as the limited willingness of physicians to 
participate in non-clinical research, and their busyness, made it difficult to overcome this limitation. We recognize also that 
the data were gathered from HCPs in a single department in a Canadian hospital, and focused on the use of a specific WCT 
(the TPC). It is possible that the results could vary for other hospital units and other WCTs. We invite other researchers to 
replicate and extend our exploratory study.  
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